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ILLINOIS MEDICAL ASSISTANCE PROGRAM
PROVIDER BULLETIN

02/19/03
To: Providers of Long Term Care (SNF/ICF)

RE: Handbook Update - Annual Resident Review

This handbook update notifies providers that Annual Resident Reviews (AARS) are no longer conducted
in nurang facilities (NFs) that have individuas with developmenta disabilities and
mentd illness.

The requirement for ARRs is being removed in order to comply with Public Law 104-315. P.L. 104-315
replaced ARR with anatification of sgnificant change natification. The Sgnificant
change language will be inserted into the handbook upon adoption of the rule.

This update dso clarifies which resdents are included in the Ingpection of Care survey.

HANDBOOK REVISIONS

Remove pagesi/ii, 35/36, 37 and Appendix C-10 and replace with the attached pages.
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Il
CHAPTER C- 200
Long Term Care Facility Services
C- 200 PARTI Cl PATI ON

C- 201 Basi ¢ Requi renents

.1 Initial Enroll nment
.2 Limted Power O Attorney
.3 Payment To Corporate or Partnership Omer's Address

C- 202 Appr oval

.1 Initial Approval

.2 Conti nued Approval And Enrol |l nent

.3 Change In Omership Or Location

.4 Provi der File Mintenance

.41 Depart ment Responsibility
.42 Facility Responsibility

C- 203 Deni al
C- 204 Term nation
.1 Vol untary W t hdr awal
.2 Department Termi nation

C- 205 Cessation of Paynent

.1 Term nation From Participation In The Medical Assistance
Program or the Medicare Program

.2 Loss OF License

.3 Non Provision Of Appropriate Level O Care

C- 210 PROGRAM REQUI REMENTS

C 211 Determ nati on Of Need For Long Term Care

.1 Uni ver sal Screeni ng

.11 Who Does the Screening

.12 VWo WII Not Be Screened

.13 Post screeni ng

.14 Accepting Persons Who Are Not Screened
.15 Sancti ons

.16 Docunment ati on of Screening Results

.17 Conversion From O her Paynent Source to Medicaid
.2 Certification/Recertification

.3 M ni mrum Data Set (MDS) Resi dent Assessnent

.4 Conpr ehensive Plan of Care

.5 Di scharge Pl anni ng and Sunmary

. 6 Qual ity Assessnent and Assurance
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C-230

C- 231

C- 240
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SECTI ON 1 |
CHAPTER C- 200 (conti nued)

Application OF Resident For Public Assistance
Group Care Spend Down Cases
Regul ar Group Care Cases
Resi dent Funds Managenent
Per sonal Al | owance Funds
Moni tori ng of Personal Allowance Funds
Room and Board Accounts
Contract Between Facility and Resident
Ret enti on of Recipients/Applicants Follow ng Hospitalization
I nspection of Care (1QOC)
RESERVED
Di scharge Pl anning
CASE MANAGEMENT
Suspect ed Abuse/ Negl ect of Facility Residents
Client Notification of Advance Directives
COVERED SERVI CES
Reserve Bed
M dni ght Census Report
Noti ce of Reserve Bed Policy and Readm ssion
I nvol untary Di scharge
Audits and Record Requirenents
Audits
Record Requi renents
RELATED SERVI CES NOT COVERED AS LONG TERM CARE SERVI CES
Phar macy Services
Transportation Services
Ther apy Services

I ndependent Ther api sts
Facility-Based Therapists

2-1-03



C- 210 PROGRAM REQUI REMENTS

C- 216

Ret ention of Recipients/Applicants Follow ng Hospitalization

A long termcare facility must accept a Public Aid applicant or
resident back into the facility when the hospital staff has

determ ned that the individual's nedical condition enables himher to
return to the facility within 10 days. The applicant or resident is
considered a resident of a long termcare facility during any
hospital stay totaling 10 days or |ess.

The Departnent may recover its costs fromthe facility for
unnecessary hospitalization if:

a facility refuses to accept the resident back into the facility
following a hospital stay of 10 days or |ess and

t he Department becones liable for hospital bills incurred due to
the facility's refusal to accept the individual back into a
facility.

If a resident remains unnecessarily hospitalized for one or nore
days, the Departnent will pay the hospital and the facility owes the
Department the difference between the hospital's per diemrate and
the facility's per diemrate.

A long termcare resident may be involuntarily transferred or
di scharged froma facility for only the follow ng reasons:

for nedical reasons,

for the resident's safety,

for the physical safety of other residents, the facility staff or

facility visitors, or

for non-paynment of resident's stay. This does not apply to those

resi dents whose care is provided for under the Illinois Public Ad
Code.

Before a long termcare resident can be involuntarily transferred or
di scharged froma Medicaid certified facility, the resident or
resident's guardian or representative nust be given 30 days advance
written notice of his/her right to request a hearing fromthe
[I'linois Departnment of Public Health over the question of whether or
not the resident nust cease living in that facility.

- 35-
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C- 210

C 217

PROGRAM REQUI REMENTS

| nspection of Care (10CQ)

An | nspection of Care survey of services received by Medicaid
residents in each long termcare facility will be conducted at | east
annual ly. The survey is a resident-specific quality assurance

eval uation to ensure that each Medicaid resident is provided with a
range and quality of nedical and nursing managenent and socia
services that is necessary and commensurate with his/her physica
needs and optimum functioning. It also assesses the nethods by which
a facility complies with the utilization control requirenments of
physician certification, adm ssion evaluation, plan of care, and

di scharge pl anni ng.

In accordance with the Departnent's reinbursenent system an IOC is
conducted at least annually in SNF and ICF facilities as a means of
setting the nursing conponent of the facility's daily rate.

All residents who are Medicaid eligible (with a Recipient
Identification Nunber)as of the day before the |1 OC assessnment begins
will be included in the 10C and rate setting calculation. This does
not include residents who die or are discharged or becone Medicaid
ineligible prior to the nurse conpleting the 1 OC Form 2700 ( See
Appendix C-7). It will include residents who have di ed, been

di scharged, or beconme Medicaid ineligible after the |1 OC assessnent
has been conpleted, but prior to the rate cal cul ati on and those

resi dents who are Medicare/ Medicaid dually eligible. Providers wll
be able to present proof of Medicaid eligibility and qualify a
resident to be included in the 10C until the day of the exit
conference of the 10C. However, the resident nust have been Medicaid
eligible on the day before the | OC began

For any area of the IOC rated "Needs Not Met", the facility shal
explain the corrective action to be taken. These actions shall be
listed on form DPA 2933, Inspection of Care (10OC) Facility Response
(see Appendi x C-16).

=C-217. 1 RESERVED

- 36-
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C- 210

C217.2

PROGRAM REQUI REMENTS

Di scharge Pl anning

Each facility must nmintain di scharge planning procedures that
descri be the follow ng:

the staff menmber or the health, social or welfare agency
responsi bl e for discharge pl anning;
the authority of the nmenber or agency, and the methods used in
di scharge planning, including the relationship with the
facility's;
the tinme allowed for determ ning each resident's need for
di scharge planning. The period nust not be |onger than seven
days after the day of adm ssion
the period after which each resident's discharge plan will be
re-eval uated
the local resources available to the facility, the resident, and
t he attendi ng physician to assist in devel oping and inplenmenting
di scharge pl ans; and
the provisions for periodic review and re-evaluation of the
facility's discharge planning program

-37-
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lllinois Department of Public Aid 4(Keep Latest Copy)

LONG TERM CARE FACILITY NOTIFICATION
TO: FROM:
GENERAL INFORMATION

Client Name Recipient Number Case Number SSN
Social Security Claim # Birthdate Print Name of Primary Attending Physician
1.1 ADMISSION: RECEIVE OR WILL RECEIVE
Date HOSPICE SERVICE [_]
From: Hospital _ Community ___ SLF
DD Hospital __ Other LTC Facility ____
Previous Address
2.[] DISCHARGE: Community __ Another Facility __ Other Location Within Same Facility ___
Date
3.[] DEATH: IN FACILITY: YES NO
Date Name of Person to Whom Body is Released Relationship
Address City State Zip

4[] COMPLETE THIS SECTION ONLY WHEN REPORTING A DISCHARGE OR DEATH.
__ Personal Funds Balance on the Day of Discharge or Death:
___ Amount of Other Funds on the Day of Discharge or Death:
__ Room & Board Balance on the Day of Discharge or Death:
___ Funds were Givento: Client ___  Relative ___  Administrator of Estate ___ Other

Name/Relationship/Address Amount

5.1 OTHER
A. () Change in Income: Check as Appropriate.

__ Change in Income: Previous Monthly Amount Date Last Rec'd.
Current Monthly Amount Date First Rec'd.
Source
____ Receipt of Income: Mo. Amt. Source Date First Rec'd.
Receipt of Lump Sum Payment: Amt. Source Date Rec'd.

B. ( ) Medicare Covered SNF Services. Check as Appropriate.
____ Full Medicare Covered SNF Services: Begin Date End Date
___ Medicare Coinsurance: Begin Date End Date

C. () Insurance Coverage (TPL) (e.g. change in coverage/change in premium)

D. ( ) Receipt of Insurance (TPL) Payment

Date Received: Amount: Dates Covered by Payment:
Date and Amount of TPL Funds, if any, Returned to Client: Date Amt.
Date and Amount of Group Care Credit Funds, if any, Returned to Client: Date Amount

6. ] REMARKS:

DPA 26 Attached: Yes No DPA 2448 Attached: Yes No DPA 2536 Attached: Yes No

Signature/Title Date

Disclosure of information and/or compliance with instructions is mandatory, lll. Rev. Stat., Ch. 23, P.A. Code. Failure to comply may result in the Department
taking unfavorable action.
DPA 1156 (R-7-02) 1L478-0063



INSTRUCTIONS FOR COMPLETION
PURPOSE: The DPA 1156 is used by the LTC facility to notify the Group Care Worker of admission, discharge, death or other changes in
circumstance of a client which could have an effect on continuing eligibility. When changes in the client's circumstances occur, this notice must
be forwarded to the local office within five days of the change. Since reserve bed days do not affect eligibility, it is not necessary to complete
this form to report absences for hospitalization or therapeutic home visits.
FORMS COMPLETION: The form is completed in duplicate with the original to the appropriate local office and the copy retained by the facility.
ITEM INSTRUCTIONS:
TO: Enter name of local office.
FROM: Enter facility name and address.

General Information: Self-explanatory.

1. Check if a new admission. Check other statement that applies. Enter date and previous address. If admitted from other than community,
enter name of hospital or other facility on "previous address" line.

2. Check as appropriate. Enter date of discharge; name of facility, relative or self; relationship, if any; and address.

3. Check as appropriate. Enter all information for this item.

4. Do not delay submittal of this form because the client's funds have not been disbursed. Enter the balance of funds on the day of discharge
or death. If none, enter "O". Enter name/relationship/address of persons to whom funds were given and the amount disbursed. Enter "O"
if the funds have not been disbursed as of the date the form is completed.

5. This item is completed only upon receipt of information or as changes occur. Check as appropriate and enter necessary information.

6. Remarks Section is completed to convey additional information for which no other space is provided on the form; i.e., funds in excess of
$2,000.00; or resident has not returned to facility following a period of reserve bed.

The form must be signed and dated by the person to whom the facility has assigned the responsibility for reporting status changes.





